Early traumatic experiences have the capacity to impair adult mental health in perceived well-being, daily activities and psychological distress (Nurius, Green, Logan-Greene, & Borja, [2015](#CIT0040)). In a review study, Passmann Carr, Severi Martins, Stingel, Lemgruber, and Juruena ([2013](#CIT0041)) concluded that childhood trauma can trigger and increase the recurrence of psychiatric disorders. Higher levels of depressive (Spatz Widom, DuMont, & Czaja, [2007](#CIT0050)) and anxiety symptoms are found in non-clinical samples of adults exposed to early life trauma (Chu, Williams, Harris, Bryant, & Gatt, [2013](#CIT0012)) as well as associations with schizotypal, antisocial, borderline and narcissistic personality disorders (Afifi et al., [2011](#CIT0001)). Moreover, several studies have found a graded relationship between the cumulative number of childhood traumatic events and increased health risks for alcohol and substance abuse, depression, adult diseases and suicide attempts later in life (Anda et al., [2006](#CIT0004); Felitti et al., [1998](#CIT0021); Min, Minnes, Kim, & Singer, [2013](#CIT0038); Wu, Schairer, Dellor, & Grella, [2010](#CIT0055)). In clinical samples, the experience of multiple traumas in childhood was found to relate to adult disturbances in affective and interpersonal self-regulatory capacities (Cloitre et al., [2009](#CIT0016)). It is clear childhood trauma can leave its mark on adult life in many ways.

For example, this enduring impact of childhood trauma increases one's vulnerability to developing psychopathology when adults are exposed to another traumatic event (Brewin, Andrews, & Valentine, [2000](#CIT0008); McLaughlin, Conron, Koenen, & Gilman, [2010](#CIT0037)). Childhood trauma is also found to contribute to increased risks of anxiety and depression levels, more than adult trauma exposure (Chu et al., [2013](#CIT0012)). In addition, in healthy non-clinical samples, childhood trauma is associated with enduring maladaptive personality traits (Allen & Lauterbach, [2007](#CIT0002); de Carvalho et al., [2015](#CIT0018); Rademaker, Vermetten, Geuze, Muilwijk, & Kleber, [2008](#CIT0042)).

Relatively little is known, however, about how childhood trauma affects coping strategies in adults. Coping is defined as a range of cognitive and behavioural responses to manage appraised adversity and stressors (Lazarus & Folkman, [1984](#CIT0031)). Next to personality traits, coping is thought to play a prominent role in the adjustment to stress (Carver & Connor-Smith, [2010](#CIT0011)). Moreover, coping, relative to personality traits, may be modified more easily by interventions. Coping skills are also found to be associated with resilience (Iacoviello & Charney, [2014](#CIT0030)), thus acting on the healthy processing of stress. Several studies have identified coping to be associated with better psychological adjustment while others state the adaptive qualities of coping strategies also depend on the context of the stressor, such as its perceived controllability and severity (Clarke, [2006](#CIT0014); Compas, Connor-Smith, Saltzman, Harding Thomsen, & Wadsworth, [2001](#CIT0017); Folkman & Moskowitz, [2004](#CIT0023); Rodrigues & Renshaw, [2010](#CIT0045)). In relation to traumatic events, disengagement coping strategies such as avoidance, denial and social withdrawal are found to be associated with psychological distress (Littleton, Horsley, John, & Nelson, [2007](#CIT0033)) and post-traumatic stress disorder (PTSD) (e.g. Stein et al., [2005](#CIT0051)). Few studies have examined the interrelationship of childhood trauma, coping strategies and adult psychological symptoms following adult adversities. For example, in a sample of adult female survivors of domestic violence, histories of traumatic events in childhood were related to feelings of guilt, avoidant coping and PTSD symptomatology (Street, Gibson, and Holohan ([2005](#CIT0052)). Yet, little is known about how childhood trauma relates to coping and symptomatology in military personnel.

During deployment, military personnel are often exposed to stress and traumatic events such as combat, injury and witnessing death or suffering. These events potentially cause significant risks of psychiatric diagnoses such as PTSD and other anxiety disorders, depression and substance use disorders (e.g. Hoge et al., [2004](#CIT0028); Reijnen, Rademaker, Vermetten, & Geuze, [2015](#CIT0044)). Childhood trauma has been shown to play a role in mental health in combat veterans, being associated with adult trauma and increased symptomatology (Clancy et al., [2006](#CIT0013)) predicting mental health symptoms beyond the contribution of combat experiences (Cabrera, Hoge, Bliese, Castro, & Messer, [2007](#CIT0009)). Fritch, Mishkind, Reger, and Gahm ([2010](#CIT0024)) also found significant main effects of childhood physical abuse and combat-related trauma on mental health (anxiety, depression and PTSD) but no interaction between childhood abuse and combat exposure. Recently, research on combat trauma has begun to investigate the effect of coping responses in trauma exposure and mental health (Held, Owens, Schumm, Chard, & Hansel, [2011](#CIT0027); Stein et al., [2005](#CIT0051)). However, it remains unknown whether early trauma adversely affects the ability to cope effectively with stressors such as deployment in later life.

The present study aims to further explore the mediating role of coping in effects of childhood trauma in a non-clinical military population. We hypothesize that early traumatic experiences are related to psychological symptoms in adult life via the development of specific maladaptive coping strategies. Moreover, we predict that the occurrence of psychological symptoms after experiencing adverse events during military deployment will be moderated by coping strategies.

1.. Method {#S0002}
==========

1.1.. Participants and procedure {#S0002-S2001}
--------------------------------

Data for the present study were collected from a non-clinical cohort study (Prospective Research in Stress during Military Operations; Veenman, Vermetten, de Kloet, Unck, & Westenberg, [2005](#CIT0054)) in the Dutch Armed Forces. Dutch military personnel was asked to volunteer and fill out a questionnaire prior to and after a four-month UN deployment to Afghanistan. To maximize the response rate, participants were contacted for a maximum of five times at each assessment by mail, email and telephone. The study was approved by the Instgitutional Review Board of the University Medical Center Utrecht, the Netherlands. Informed consent was provided by all participants. For the present study, 932 males were included. There was a relatively small subgroup of women participants (*n*= 93, 9%), which were not included in the main analyses due to the lower sample size and hence reduced statistical power. In order to provide information on this subgroup, analyses for the female participants have been provided as additional supplementary materials. The average age of male participants was 28.6 years old (*SD* = 9.1). For demographics see [Table 1](#T0001).

1.2.. Measures {#S0002-S2002}
--------------

The Early Trauma Inventory Self Report -- Short Form was used to assess self-reported potential traumatic childhood experiences before the age of 18 years (ETISR-SF; Bremner, Bolus, & Mayer, [2007](#CIT0006); Bremner, Vermetten, & Mazure, [2000](#CIT0007)). Cronbach's alphas of the original ETISR-SF range from .70 (General trauma) to .87 (Sexual abuse). It was translated into Dutch for a previous prospective study using the same data (Rademaker et al., [2008](#CIT0042)). The list contains 27 items (being answered with 'yes' or 'no') and was administered before deployment to Afghanistan. Experiences were divided into four subscales: General trauma (e.g. Were you involved in a serious accident?; Did you experience the death or serious injury of a sibling?), Physical abuse (e.g. Were you ever slapped in the face with an open hand?; Were you ever hit with an object that was thrown at you?), Emotional abuse (e.g. Were you often put down or ridiculed?; Were you often told you were no good?) and Sexual abuse (e.g. Were you ever touched on an intimate or private part of your body in a way that surprised you or made you feel uncomfortable?; Did anyone ever have genital sex with you against your will?). Psychometric properties of the ETISR-SF were explored by computing Cronbach's alphas for the subscales. Internal consistency on the subscales was acceptable (Physical abuse *α* = .72; Emotional abuse *α* = .78; Sexual abuse *α* = .72) except for General Trauma (*α* = .51).

To assess specific coping styles in response to general stressors, participants were asked to fill out the Brief COPE (Carver, [1997](#CIT0010)) one year after deployment. Its 28 items result in 14 subscales: Active coping, Planning, Positive reframing, Acceptance, Humour, Religion, Using emotional support, Using instrumental support, Self-distraction, Denial, Venting, Substance use, Behavioural Disengagement and Self-blame. Cronbach's alphas of the original Brief COPE range from .50 (Venting) to .90 (Substance abuse). In the current study, the internal consistency of the Brief COPE subscales was satisfactory except for Acceptance (*α *= .47) and Self-blame (*α* = .39). As the subscale Self-blame turned out to be of importance in our models, we ran analyses for each of the two items separately to further investigate effects.

Psychological symptoms and levels of distress were assessed one year after deployment using the Dutch revised Symptom Checklist, SCL-90-R (Arrindell & Ettema, [2003](#CIT0005), Derogatis, Lipman, & Covi, [1973](#CIT0019)). This self-report questionnaire is comprised of 90 items that can be divided into eight subscales; General Anxiety, Agoraphobic, Depressive, Somatic Symptoms, Feelings of Insufficiency, Interpersonal Sensitivity and Distrust, Hostility and Sleep Problems. Cronbach's alphas of the original SCL-90-R range from .90 and .77. In the current study, the internal consistency of the SCL-90 subscales was high, with alpha coefficients ranging from .92 for depressive symptoms to .76 for symptoms of sleep problems.

Combat-related events were assessed one month after deployment using the Deployment Experience Scale (DES; Reijnen et al., [2015](#CIT0044)). This checklist assesses 19 stressful experiences such as 'Being shot at; Witnessed dead or wounded colleagues; and Experiencing lack of control' ('yes' or 'no').

1.3.. Analyses {#S0002-S2003}
--------------

First, we hypothesized that early traumatic experiences are related to the development of psychological symptoms in adult life through the mediating role of specific coping strategies ([Figure 1](#F0001)). The conceptual model is that early traumatic experiences cause maladaptive changes in coping strategies, and these changes cause increases in psychological symptoms. To test our hypothesis we used mediation analyses via joint significance testing, which has been shown to be an appropriate method by MacKinnon, Lockwood, Hoffman, West, and Sheets ([2002](#CIT0036)) and MacKinnon, Fairchild, and Fritz ([2007](#CIT0035)) and has been previously used in clinical psychological studies (e.g. Gladwin et al., [2015](#CIT0026)). In joint significant tests, an independent variable (early trauma) must significantly predict a mediating variable (coping strategy), termed the a-path, which in turn must significantly predict an outcome variable (psychological symptoms) in a model including the independent variable, the b-path.10.1080/20008198.2018.1558705-F0001Figure 1.The hypothesized model.

To deal with the problem of multiple testing we used a strategy in which a series of analysis steps was used, each of which applied Bonferroni correction to control familywise false positive rate for the tests used in that step. In subsequent steps only the variables surviving Bonferroni correction in the previous step were included, thus controlling the false positive rate over the whole analysis. The steps were: (1) *F*-tests for the c-paths from ETISR-SF subscale scores to each of the eight SCL-90 subscales; (2) for each of the significant SCL-90 subscales from step 1, the a-paths from ETISR-SF subscale scores to each of the 14 Brief COPE subscales; and (3) for all combinations of the significant SCL-90 and Brief COPE subscales from steps 1 and 2, the b-paths from Brief COPE subscales to SCL-90 subscales. Thus, the number of tests for which Bonferroni correction was applied in the first step was 8; in the second step, the number of SCL-90 scales found in the first step times 14; and in the third step, the number of SCL-90 scales found in the first step, 3, times the number of Brief COPE scales found in the second step, 1.

Second, we performed moderation analyses as the occurrence of psychological symptoms was assessed after military deployment and the possible moderating effect of coping strategy on the impact of stressful combat events on the development of psychological symptoms could be analysed ([Figure 1](#F0001) displays the hypothesized model). We aim to test the idea that the effect of experiencing stressful combat events on symptoms is dependent on individual coping strategies. This thus ties in to and expands the previous mediation model. To do so, the interaction term was tested between combat events and any coping subscale (Brief COPE) found to be a significant mediating variable, within a regression model also containing the coping subscale and early trauma (ETISR-SF) predictors. Significant moderation effects would suggest that early trauma leads to a coping style that makes individuals vulnerable to stressful combat events. Combat stress events were measured as the sum of scores for all items concerning DES.

Finally, the sample contained missing data, which could distort results (Eekhout, de Boer, Twisk, de Vet, & Heymans, [2012](#CIT0020)). Therefore, in addition to the complete case analyses described above, critical tests were also performed using multiple imputation (Eekhout et al., [2012](#CIT0020); Rubin, [1976](#CIT0046), [1996](#CIT0047)). These analyses were done in R using the package MICE (van Buuren & Groothuis-Oudshoorn, [2011](#CIT0053)) implementing the method of Multiple Imputation by Chained Equations (Raghunathan, Lepkowski, van Hoewyk, & Solenberger, [2001](#CIT0043)). All variables used in the analyses (all ETISR-SF subscales, all SCL-90 subscales, all Brief COPE subscales and all combat events), as well as age, relationship status, rank and number of deployments, were used for multiple imputation.

2.. Results {#S0003}
===========

Of the full sample, 863 subjects filled out the questions on the ETISR-SF (see Supplementary materials [Table 1](#T0001)). Eighty-six percent of them had experienced one or more aversive event in childhood, 44% of them had been exposed to one or more forms of physical abuse (*n* = 381), sexual abuse had been experienced by 6% (*n* = 50) and 22% of them had been exposed to emotional abuse (*n* = 184).10.1080/20008198.2018.1558705-T0001Table 1.Demographic characters of participants (male, *N* = 932).VariableMean (*SD*)*Age, years (N = 932)*28.64 (9.05)Missing7*Age by category (N = 932)%*18--25 years51.826--3016.231--4017.041--6015.0*Education (N = 852)* Low3.8Moderate86.2High9.6Other0.5*Marital status (N = 838)* Married26.4Cohabiting16.5Long-term relationship18.9Single37.2Divorced0.8Widowed0.2*Rank (N = 853)* Soldiers40.1Corporals20.3Officers39.7*Previous deployments (N = 842)* Yes51.4No48.6 Mean (*SD*)*Number of previous deployments (N = 838)*0.87 (1.18)[^1]

Mean scores and internal consistency of SCL-90 and Brief COPE are shown in Supplementary materials [Tables 2](#T0002) and [3](#T0003). The mean number of experienced combat-related events was 4.54 (*SD* = 3.27). Of the participants, 65% saw people being shot at. Exposure to human suffering was experienced by 58% of the group. Exposure to dead or wounded colleagues or other persons was experienced by 46%. Forty-two percent reported having been shot at. Complete descriptives concerning combat events are shown in Supplementary materials [Table 4](#T0004).10.1080/20008198.2018.1558705-T0002Table 2.Results for the c-path *F*-test of regressions onto ETISR-SF per SCL-90 subscale.SCL-90 subscaleANOVA results*p*p~MI~R^2^General anxiety*F*(4, 479) = 3.83.004.012.03\*\*Agoraphobic*F*(4, 483) = 2.26.062.11.02Depression*F*(4, 477) = 4.20.002.0026.03\*\*Somatic complaints*F*(4, 481) = 3.39.010.021.03Insufficiency*F*(4, 480) = 3.00.019.031.02Interpersonal sensitivity*F*(4, 478) = 3.73.005.0035.03\*\*Hostility*F*(4, 483) = 2.48.043.065.02Sleep*F*(4, 483) = 2.68.031.064.02[^2][^3]10.1080/20008198.2018.1558705-T0003Table 3.Regression coefficients for the a-path per ETISR-SF-subscale on Self-blame.ETI subscale*BSEtprp*General trauma0.000.030.13.90.06.18Physical abuse0.040.050.75.46.12.01Emotional abuse0.180.053.40.001\*\*.20.000\*\*\*Sexual abuse0.220.092.30.02\*.14.003\*\*[^4][^5][^6][^7]10.1080/20008198.2018.1558705-T0004Table 4.Results for the b-path on General anxiety.Variables*BSEtp*p~MI~General trauma0.080.080.96.34.31Physical abuse0.170.121.41.16.69Emotional abuse0.050.130.35.72.37Sexual abuse0.290.251.17.24.19Self-blame0.800.126.90\< .001\*\*\*\< .001\*\*\*[^8][^9]

Regression analyses were used to assess which of the eight subscales of the SCL-90 were significantly related to subscales of the ETISR-SF, which was the criterion for including them in mediation analyses for tests of the a- and b-paths via coping. After Bonferroni correction (*α *= .05/8 = .0063), symptoms of general anxiety, depression and interpersonal sensitivity were significantly related and continued in the mediation analyses (see [Table 2](#T0002)). Depression and interpersonal sensitivity remained significant in the multiple imputation analyses.

In additional exploratory analyses, the separate influence of each ETISR-SF subscale to the development of the three significant SCL-90 symptom clusters was assessed by exploring subscale-specific coefficients. Emotional abuse appeared to play an important role in predicting symptoms of depression (*b* = .70, *t*= 2.56, *p* = .01) and interpersonal sensitivity (*b* = .72, *t* = 2.82, *p* = .005) but not on general anxiety (see Supplementary materials Tables 5, 6 and 7). To illustrate the pairwise relationships between emotional abuse and each of the dependent variables, we present the zero-order correlations in the tables.10.1080/20008198.2018.1558705-T0005Table 5.Results for the b-path on Symptoms of depression.Variables*BSEtp*p~MI~General trauma0.070.160.41.681.0Physical abuse0.200.230.84.40.78Emotional abuse0.280.261.08.28.13Sexual abuse0.450.490.91.36.16Self-blame1.980.238.59\< .001\*\*\*\< .001\*\*\*[^10][^11]10.1080/20008198.2018.1558705-T0006Table 6.Results for the b-path on Interpersonal sensitivity.VariablesB*SEtp*p~MI~General trauma0.000.150.01.99.72Physical abuse0.330.231.47.14.35Emotional abuse0.390.261.51.13.58Sexual abuse−0.520.48−1.08.28.46Self-blame1.760.227.83\< .001\*\*\*\< .001\*\*\*[^12][^13]

Second, regression analyses were used to assess the effect of ETISR-SF subscales on the development of coping strategies, the a-path of the mediation model (see Supplementary materials Table 8). After Bonferroni correction for multiple comparisons (*α* = .05/14 = .0036), self-blame as a coping strategy was found to be significantly related to early trauma experiences (*R^2^* = .05, *F*(4, 459) = 6.47, *p* \< .001), both in complete case and multiple imputation analyses. Also here, some additional exploratory analyses were performed. To assess the unique influence of each ETISR-SF subscale on the development of self-blame, coefficients in the regression model and pairwise correlations were explored. Emotional abuse and sexual abuse appeared to be most important in the development of self-blame (see [Table 3](#T0003)).

Finally, the b-path was analysed and corrected for multiple testing by Bonferroni correction (*α* = .05/3 = .017), with significant results for the self-blame subscale. The results of the regression analyses are given in [Tables 4](#T0004), [5](#T0005) and [6](#T0006). Early trauma, specifically emotional abuse, was related to the development of symptoms of general anxiety, depression and problems concerning interpersonal sensitivity through self-blame.

As self-blame was found to be a significant mediating variable in our analyses while the Cronbach's alpha of the subscale had turned out to be poor, we conducted mediation analyses on the two items the subscale consists of. These items were 'I have been criticizing myself' and 'I've been blaming myself for things that happened'. For both items, the mediation remained significant for all three selected symptoms (general anxiety, depression and interpersonal sensitivity and distrust). Emotional abuse was a significant predictor (both in terms of unique contribution and pairwise correlations) for both items and all symptoms. Some differences were found for the role of other ETISR-SF subscales (see Supplementary materials Table 9).

Finally, analyses were conducted to test whether self-blame moderates the relationship between combat-related events and symptoms of anxiety, depression or interpersonal sensitivity. To do so, the variables combat-related events and self-blame were centred and an interaction term was calculated as their product. Linear regression was performed with ETISR-SF subscales, combat-related events, self-blame and the interaction term as the predictors, and each of the three SCL-90 subscales anxiety, depression and interpersonal sensitivity as the dependent variable. The interaction effect on anxiety (*b* = 0.11, *t* = 3.09, *p* = .002) and on depression (*b* = 0.23, *t* = 3.32, *p* = .001) were significant, but not the interaction effect on interpersonal sensitivity (*b* = 0.09, *t* = 1.35, *p*= .177). Thus, self-blame was related to vulnerability to combat events: individuals with higher self-blame show a stronger increase in symptoms with combat-related events, specifically symptoms of anxiety and depression (see Supplementary materials Tables 10, 11 and 12). However, in these tests, multiple imputation analyses resulted in only nominally and not Bonferroni-corrected significant results.

3.. Discussion {#S0004}
==============

We aimed to explore the mediating role of coping strategies in linking childhood trauma to adult psychological symptoms in male veterans. Further, we investigated the moderating impact of coping strategies on the effects of combat experiences on mental health. First, we found that childhood trauma was related to symptoms of anxiety, depression and interpersonal sensitivity in adult life. This result supports the findings of previous studies about the long-term implications of traumatic childhood experiences on adult well-being (Chu et al., [2013](#CIT0012); Nurius et al., [2015](#CIT0040); Passmann Carr et al., [2013](#CIT0041)) and its association with depressive and anxious symptomatology (Sachs-Ericsson, Verona, Joiner, & Preacher, [2006](#CIT0048)). Second, we explored the association between childhood trauma and specific coping strategies in the adult life of military men. Our results showed that early trauma was related to self-blame as a coping strategy in adult life. This result confirms our initial hypothesis on the concurrence of childhood trauma and specific coping strategies. It is also in line with findings on self-criticism as a negative cognitive style that may emerge after parental verbal abuse (Sachs-Ericsson et al., [2006](#CIT0048)). It agrees with studies that posit that emotional abuse is related to self-criticism and low self-esteem (Finzi-Dottan & Karu, [2006](#CIT0022); Sachs-Ericsson et al., [2006](#CIT0048)) which may lead to self-blaming tendencies (Gibb, [2002](#CIT0025)). Further, in the current study, self-blame was found to be related to symptoms of general anxiety, depression and problems concerning interpersonal sensitivity. In our mediation analyses, self-blame mediated the relationship of early trauma with adult psychological functioning. This is in line with existing literature on self-criticism as a mediator of the relationship between childhood verbal abuse and adult symptoms of depression and anxiety (Liem & Boudewyn, [1999](#CIT0032); Sachs-Ericsson et al., [2006](#CIT0048)). It also supports recent findings about the role of self-blame in maintaining PTSD (LoSavio, Dillon, & Resick, [2017](#CIT0034)) and the inclusion of distorted trauma-related cognitions and negative beliefs about oneself as a symptom of PTSD in the *Diagnostic and Statistical Manual of Mental Disorders* (DSM-5) ([2013](#CIT0003)).

Finally, we explored the moderating role of coping strategies in the development of psychological symptoms after combat exposure. Stressful events experienced during deployment were related to more symptoms of anxiety and depression. As we hypothesized, a trend was found on self-blame affecting vulnerability to combat-related events, making them more likely to cause psychological complaints. This supports studies that propose guilt-related cognitions prohibit an individual from successfully processing traumatic experiences (Held, Owens, Schumm, Chard & Hansel, [2011](#CIT0027); Street et al., [2005](#CIT0052)).

There are several study limitations. First, whilst the Brief COPE has demonstrated reliability in other samples (Carver, [1997](#CIT0010); Monzani et al., [2015](#CIT0039)) the internal consistency of the subscale self-blame in our study was poor. One explanation is that the subscale may have been negatively affected by the measurement procedure as prior to the Brief COPE, our participants were asked to fill out questions about which combat-related events they had experienced. Considering the self-blame subscale is asking if one 'tends to criticize oneself' and if one 'is blaming himself for things that have happened', it may be that respondents replied to the latter item with the combat events in mind instead of overall daily stressors. It is possible that the subscale was not measuring a self-blaming coping tendency but the reflection of the participant on specific combat events. When we further explored the subscale, results remained robust. However, these analyses were limited as they involved only a single item. Second, the drop-out of the second assessment is hard to explain as we were not able to contact those who didn't respond. Possibly, this was due to lack of interest in continuing participation. On our treatment of missing data, we acknowledge that multiple imputation analyses on moderation resulted in only nominally and not Bonferroni-corrected significant results. This may be related to the likelihood that combat events will arise from different factors than those covered by the available variables. Future research may need to place a particular emphasis on acquiring full data on combat events or use additional variables that do predict risk for such events. Our results do suggest that self-blame plays a moderating role in psychological effects of combat events, and at least provide a strong basis for specific hypotheses in further studies. Third, we did not assess PTSD symptoms. We wanted to avoid a focus on PTSD because the sample was non-clinical and took a broader view of potential negative consequences of trauma on mental health (Nurius et al., [2015](#CIT0040)). Fourth, our data were retrospective and self-reported. Future research could use a semi-structured interview method to assess childhood trauma. This may help to reduce biases of recall and restricted scope and could help to detect the individual severity of the events, which is thought to be a strong predictor of greater symptomatology (Clemmons, Walsh, Dilillo, & Messman-Moore, [2007](#CIT0015)). Finally, we focused on the subgroup of males due to the sample size considerations and because gender effects were not the focus of the current study. This limits our findings to male veterans. Recent findings have suggested that gender differences are limited (Sexton, Raggio, McSweeney, Authier, & Rauch, [2017](#CIT0049)), yet we encourage further examination of this subject. The provided supplementary materials on the female participants may be helpful in this regard. Despite these disadvantages, an important strength of the present study is that we used data from a large prospective non-patient sample which improves generalization to other military populations. Future research should continue to longitudinally assess relationships between trauma, psychological symptoms and coping strategies as well as resiliency factors.

Our findings have clear clinical implications. First, in agreement with previous studies, we find that early trauma sets the stage for mental health symptoms, making prevention and early detection of childhood adversities a priority for child protection service agencies and measurement of early trauma an important component of risk assessment. Second, it should be considered whether, in preparation for deployment, military personnel should be made aware of self-blame cognitions when dealing with aversive events. Active coping skills, cognitive flexibility and maintaining a supportive social network could be cultivated to promote healthy processing and enhance resiliency (Iacoviello & Charney, [2014](#CIT0030)). After deployment, internalizing signals such as guilt, depression, low self-esteem and impoverished social skills (Passmann Carr et al., [2013](#CIT0041)) should not be overlooked. Finally, in the treatment of persistent psychological dysfunction following combat trauma we consider it to be meaningful to target self-blame cognitions, which may have a more profound basis in childhood events. Consistent with recent findings (Holliday, Holder, & Suris, [2018](#CIT0029); LoSavio et al., [2017](#CIT0034)), we expect self-blame cognitions to be a potential mechanism of change in empirically supported trauma interventions such as cognitive processing therapy.
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###### Supplemental Material

[^1]: [Table 1](#T0001) shows demographic information with the sample size *N* of valid data. Education: Low = some years of high school; Moderate = finished high school; High = some years of college or university or more.

[^2]: [Table 2](#T0002) shows the ANOVA tests for the prediction of symptoms from the set of early trauma factors: physical abuse, emotional abuse, etc. p~MI~ is the *p*-value for the multiple imputation version of the analyses.

[^3]: \*\**p* \< .01

[^4]: [Table 3](#T0003) shows ETISR-SF subscale specific coefficients on a self-blaming coping strategy. *SE* = standard error. Simple pairwise relationship of ETI subscales with self-blame are shown by Pearson correlations (*r*).

[^5]: \* *p* \< .05

[^6]: \*\* *p* \< .01

[^7]: \*\*\* *p*\< .001

[^8]: [Table 4](#T0004) shows specific regression coefficients of ETISR-SF subscales and Self-blame on symptoms of general anxiety. *SE* = standard error. p~MI~ is the *p*-value for the multiple imputation version of the analyses.

[^9]: \*\*\* *p* \< .001

[^10]: [Table 5](#T0005) shows specific regression coefficients of ETISR-SF subscales and Self-blame on symptoms of symptoms of depression. *SE* = standard error. p~MI~ is the *p*-value for the multiple imputation version of the analyses.

[^11]: \*\*\* *p* \< .001

[^12]: [Table 6](#T0006) shows specific regression coefficients of ETISR-SF subscales and Self-blame on symptoms of interpersonal sensitivity. *SE* = standard error. p~MI~ is the *p*-value for the multiple imputation version of the analyses.

[^13]: \*\*\* *p* \< .001
